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K0000
A Life Safety Code Recertification, State K0000 The creation and submission of
Licensure and Quality Assurance this Plan of Correction does not
Walk-thru Survey were conducted by the constitute an admmsnoq by this
. : provider of any conclusion set
Indiana State Department of Health in forth in the statement of
accordance with 42 CFR 483.70(a). deficiencies, or of any violation of
regulation.This provider
. respectfully requests that the
Survey Date: 08/30/12 2567 Plan of Correction be
considered the Letter of Credible
Facility Number: 000189 Allegation and respectfully
Provider Number: 155292 requests a desk review in lieu of
ite post survey revisit on or
AIM Number: 100267330 an onsi
u after September 29, 2012.
Surveyor: Mark Caraher, Life Safety
Code Specialist
At this Life Safety Code survey,
American Village was found not in
compliance with Requirements for
Participation in Medicare/Medicaid, 42
CFR Subpart 483.70(a), Life Safety from
Fire and the 2000 Edition of the National
Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 19,
Existing Health Care Occupancies and
410 IAC 16.2.
American Village consists of two wings,
Harrison Hall which is one story and
Washington Manor which is two stories.
This facility was determined to be of Type
I (211) construction and was fully
sprinklered. The east wing of the second
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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floor of Washington Manor houses an
Alzheimer wing. The facility has a fire
alarm system with smoke detection in the
corridors and in all areas open to the
corridor. The facility has battery operated
smoke detectors in all resident sleeping
rooms. The facility has a capacity of 151
and had a census of 142 at the time of this
survey.

The facility was found not in compliance
with state law in regard to sprinkler
coverage. The facility was found in
compliance with the state law in regard to
smoke detector coverage.

All areas where residents have customary
access were sprinklered except for the
exterior canopy at the Harrison Hall Main
Entrance. All areas providing facility
services were sprinklered except the
detached storage and repair shed.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 09/05/12.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K0021 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Any door in an exit passageway, stairway
enclosure, horizontal exit, smoke barrier or
hazardous area enclosure is held open only
by devices arranged to automatically close
all such doors by zone or throughout the
facility upon activation of:
a) the required manual fire alarm system;
b) local smoke detectors designed to detect
smoke passing through the opening or a
required smoke detection system; and
c) the automatic sprinkler system, if
installed. 19.2.2.2.6, 7.2.1.8.2
Based on observation and interview, the K0021 K 021 What corrective 09/29/2012
facility failed to ensure 1 of 11 doors action(s) will be accomplished
serving hazardous areas such as the for those residents found to
. . have been affected by the
kitchen was held open only by a device g . .
. deficient practice No residents
arranged to automatically close the door were identified for the alleged
upon activation of the fire alarm system. deficient practiceHow will you
This deficient practice could affect 60 identify other residents having
residents, kitchen staff and visitors in the the potential to be affected by
. .. the same deficient practice and
Main Dining Room. - : .
what corrective action will be
taken No residents were
Findings include: identified for the alleged deficient
practice - Integrated Electronics
. . . will install a door holder that will
Based on observation with the Director of .
) ) . automatically close upon
Maintenance during a tour of the facility activation of the fire alarm system
from 12:10 p.m. to 2:55 p.m. on 08/30/12, on September 21, 2012. The
the east door in the set of two kitchen exit Dietary Department was
. .. in- iced on September 17
T he Main Dining room hel In-service ’
doors to the Ma _g oom was held 2012 that the door will
open by a door stop which would not automatically close upon
allow the door to close automatically activation of the fire alarm
upon activation of the fire alarm system. systemWhat measures will be
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Based on interview at the time of put into place or what systemic
observation, the Director of Maintenance changes you will make to
. ensure that the deficient
Director acknowledged a door stop was .
. practice does not recur -
used to hold open the east door in the set Department Managers/designee
of two kitchen exit doors to the Main will round daily to ensure a
Dining Room which would not allow the hazard free environment.How the
door to automatically close upon corrt?ctwe action(s) will be
L monitored to ensure the
activation of the fire alarm system . . .
deficient practice will not recur,
i.e., what quality assurance
3.1-19(b) program will be put into place
Maintenance stall will conduct
rounds. If concerns arise the
data collected will be submitted to
the CQI committee for review.
Compliance date: September
29, 2012
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K0029 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
One hour fire rated construction (with %
hour fire-rated doors) or an approved
automatic fire extinguishing system in
accordance with 8.4.1 and/or 19.3.5.4
protects hazardous areas. When the
approved automatic fire extinguishing
system option is used, the areas are
separated from other spaces by smoke
resisting partitions and doors. Doors are
self-closing and non-rated or field-applied
protective plates that do not exceed 48
inches from the bottom of the door are
permitted.  19.3.2.1
Based on observation and interview, the K0029 K 029 09/29/2012
facility failed to ensure 1 of 2 kitchen What corrective action(s) will
doors opening into the Main Dining be _accompl'Shed for those
. residents found to have been
Room closed automatically or upon affected by the deficient
activation of the fire alarm system. practice
Furthermore, doors to hazardous areas are No resident.slwere idehtified for the
required to latch into the door frame when alleged deficient practice
closed to keep the door tightly closed to How will you identify other
resist the passage of smoke. This residents having the potential
deficient practice could affect 60 to be affected by the same
residents, staff and visitors in the vicinity deficient practice and what
of the Main Dining Room corrective action will be taken
’ No residents were identified for
the alleged deficient practice
Findings include: Tinders Lock installed
positive latching mechanisms
Based on observation with the Director of and an astrical on the cer]ter of
; ] o the door for a smoke barrier on
Maintenance during a tour of the facility 9/14/12.
from 12:10 p.m. to 2:55 p.m. on 08/30/12,
the east door in the set of two kitchen exit
doors to the Main Dining room is not What measures will b_e putinto
. . . place or what systemic
equipped with a self closer or automatic :
- ) changes you will make to
door closer and a positive latching ensure that the deficient
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mechanism to latch the door into the door practice does not recur
frame. Based on interview at the time of Depanment )
b i the Direct £ Maint Managers/designee will round
observation, the Director of Maintenance daily to ensure a hazard free
acknowledged the east door in the set of environment.
two kitchen doors opening into the Main
Dining Room did not self close and latch How the corrective action(s)
. will be monitored to ensure the
into the door frame. L . .
deficient practice will not recur,
i.e., what quality assurance
3.1-19(b) program will be put into place
Maintenance staff will
conduct rounds If concerns arise
the data collected will be
submitted to the CQl committee
for review.
Compliance date: September
29, 2012
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K0048 NFPA 101
SS=B LIFE SAFETY CODE STANDARD
There is a written plan for the protection of
all patients and for their evacuation in the
event of an emergency. 19.7.1.1
Based on record review and interview, the K0048 K 048 09/29/2012
facility failed to include the use of kitchen What corrective action(s) will
fire extinguishers in 1 of 1 written fire be ?:czm?hshzc: fohr thoze
e residents found to have been
safet}l plan§ for the facility. LSC 19.7.2.2 affected by the deficient
requires written health care occupancy practice
fire safety plans shall provide for the No residents were identified for
following: the alleged deficient practice
(1) Use of alarms . . .
L. fal he fi How will you identify other
(2) Transmission of alarm to the fire residents having the potential
department to be affected by the same
(3) Response to alarms deficient practice and what
(4) Isolation of fire corrective action will be taken
(5) Evacuation of immediate area No residents were identified for
. the alleged deficient practice
(6) Evacuation of smoke compartment The Disaster Plan has
(7) Preparation of floors and building for been updated with the following:
evacuation Appliance Fires in the Kitchen
(8) Extinguishment of fire under the hoods—In the event of
his defici . £ fFand an appliance fire in the kitchen
This deficient practice affects staff an under the hood push the Ansel
visitors in the vicinity of the kitchen. system button if the fire still
needs extinguished then use the
Findings include: ABC flre extlpgw_shers orthe K
class fire extinguishers
Based on review of "Fire Prevention" and What measures will be put into
"General Action Fire Plan" place or what systemic
documentation with the Director of changes you will make to
Maintenance during record review from ensut|:e “;at the dteflclent
ractice does not recur
9:40 a.m. to 11:55 a.m. on 08/30/12, the P Department
facility's written fire safety plan did not Managers/designee will round
address the use of ABC type fire daily to ensure a hazard free
extinguishers and the K-class fire environment.
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extinguisher located in the kitchen in
relationship with the use of the kitchen How the corrective action(s)
. L will be monitored to ensure the
overhead extinguishing system. Based on e . .
) . ] ) deficient practice will not recur,
interview at the time of record review, the i.e., what quality assurance
Director of Maintenance acknowledged program will be put into place
the written fire safety plan for the facility Maintenance staff will
did not include the policy to activate the conduct rounds. If concerns
head hood exti shi tem © arise the data collected will be
overhead hood extinguishing system to submitted to the CQI committee
suppress a fire before using either the for review.
ABC type fire extinguisher or the K-class Compliance date: September
fire extinguisher. 29,2012
3.1-19(b)
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K0056 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13,
Standard for the Installation of Sprinkler
Systems, to provide complete coverage for
all portions of the building. The system is
properly maintained in accordance with
NFPA 25, Standard for the Inspection,
Testing, and Maintenance of Water-Based
Fire Protection Systems. lItis fully
supervised. There is a reliable, adequate
water supply for the system. Required
sprinkler systems are equipped with water
flow and tamper switches, which are
electrically connected to the building fire
alarm system. 19.3.5
Based on observation and interview, the K0056 K 056 09/29/2012
facility failed to provide sprinkler What corrective action(s) will
coverage for 1 of 1 combustible exterior be ?:czm?hshzc: fohr thoze
. . residents found to have been
canopies \fv1der thgn 4 feet. NFPA 1'3, affected by the deficient
1999 Edition, Section 5-13.8.1 requires practice
sprinklers shall be installed under No residents were identified for
combustible exterior roofs or canopies the alleged deficient practice
exceeding 4 feet in width. This deficient
practl.ce. could .affect 60 res'ldents, staff . How will you identify other
and visitors using the Harrison Hall Main residents having the potential
Entrance. to be affected by the same
deficient practice and what
Findings include: corrective action will be taken
) No residents were
identified for the alleged deficient
Based on observation with the Director of practice Department
Maintenance during a tour of the facility Managers/designee will round
from 12:10 p.m. to 2:55 p.m. on 08/30/12, gitlyr;zri’;‘t"e ahazard free
the exterior canopy at the Harrison Hall '
Main Entrance extended twenty feet from
the building, consisted partially of wood What measures will be put into
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construction and was not provided with place or what systemic
automatic sprinklers. Based on interview changeshyc:uhwno: Take tt°
. . . ensure that the deficien
at the time of observation, the Director of .
. . practice does not recur
Maintenance acknowledged the exterior A sprinkler system for the
canopy at the Harrison Hall Main canopy at the Harrison Hall Main
Entrance was of combustible Entrance will be installed by
. September 29, 2012.
construction, extended more than four P ’
feet from the building and was not
pI‘OVided Wlth automatic Spl‘inklers. How the corrective action(s)
will be monitored to ensure the
3.1-19(b) deficient practice will not recur,
3 1-19(ff) i.e., what q!Jallty ass.urance
program will be put into place
Maintenance staff will
conduct rounds. If concerns
arise the data collected will be
submitted to the CQl committee
for review.
Compliance date: September
29, 2012
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K0064 NFPA 101
SS=B LIFE SAFETY CODE STANDARD
Portable fire extinguishers are provided in all
health care occupancies in accordance with
9.74.1. 19.3.5.6, NFPA 10
Based on observation and interview, the K0064 K 064 09/29/2012
facility failed to maintain 2 of 2 portable What corrective action(s) will
K-class fire extinguishers in the kitchen be _accompl'Shed for those
ki . d th th residents found to have been
coo '1ng area in accordance wi e affected by the deficient
requirements of NFPA 10, Standard for practice
Portable Fire Extinguishers, 1998 Edition. No residents were identified for
NFPA 10, 2-3.2 requires fire the alleged deficient practice
extinguishers provided for the protection . . .
¢ i T Rk bustibl How will you identify other
0 COF) ng app lances using COI.II uStl. © residents having the potential
cooking media (vegetable or animal oils to be affected by the same
and fats) shall be listed and labeled for deficient practice and what
Class K fires. NFPA 10, 2-3.2.1 requires corrective action will be taken
a placard shall be conspicuously placed No residents were |dent|f|.ed for
i : . the alleged deficient practice
near the extinguisher which states the fire On 9/13/12 placards were
protection system shall be activated prior placed in a conspicuously place
to using the fire extinguisher. Since the near the two K-class portable fire
fixed fire extinguishing system will extln.gwshe.rs stating: In case of
cally sh h 1 appliance fire, use this
automatically shut off the fuel source to extinguisher after fixed
the cooking appliance, the fixed system suppression system has been
should be activated before using a actuated.
portable fire extinguisher. In this
. . . . What measures will be put into
instance, the portable fire extinguisher is -
] ) . place or what systemic
supplemental protection. This deficient changes you will make to
practice could affect any staff or visitors ensure that the deficient
in the vicinity of the kitchen. practice does not recur
Department
.. . . managers/designee will round
Findings include: daily to ensure a hazard free
environment
Based on observations with the Director
of Maintenance during a tour of the How the corrective action(s)
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facility from 12:10 p.m. to 2:55 p.m. on will be monitored to ensure the
08/30/12. a placard was not deficient practice will not recur,
. i.e., what quality assurance
conspicuously placed near the two . .
o i program will be put into place
K-class portable fire extinguishers which Maintenance staff will
states the fire protection system shall be conduct rounds. If concerns
activated prior to using the K-class arise the data collected will be
portable fire extinguisher. One K-class Smelt.ted to the CQl committee
. . . for review.
fire extinguisher was observed in the Compliance date: September
kitchen and the second K-class fire 29, 2012
extinguisher was located in the service
corridor outside the kitchen door. Based
on interview at the time of the
observations, the Director of Maintenance
acknowledged a placard was not
conspicuously placed near the two
K-class portable fire extinguishers stating
the fire protection system shall be
activated prior to using the K-class
portable fire extinguisher.
3.1-19(b)
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